Objective: To thoroughly understand the implications of California regulatory staffing ratios on nursing units, the present study examines the relative amounts of time allocated to workload activities among registered nurses. Background: Nursing is a synergistic, intuitive process and may not be capable of being translated into minimum patient-to-nurse ratios that work across an entire region or state. A fundamental step in evaluating the appropriateness of prescribed ratios lies in assessing how registered nurses spend their time while caring for patients. Once workload intensity is assessed, additional factors can be identified to design mandated staffing levels for acute care settings. Methods: Variability in workload intensity was assessed using the Robert Woods Johnson Foundation ''Transforming Care at the Bedside'' work flow methodology approach in evaluating value-added care and assessing the amount of time nurses spent on direct care and other categorical activities.
Objective: To thoroughly understand the implications of California regulatory staffing ratios on nursing units, the present study examines the relative amounts of time allocated to workload activities among registered nurses. Background: Nursing is a synergistic, intuitive process and may not be capable of being translated into minimum patient-to-nurse ratios that work across an entire region or state. A fundamental step in evaluating the appropriateness of prescribed ratios lies in assessing how registered nurses spend their time while caring for patients. Once workload intensity is assessed, additional factors can be identified to design mandated staffing levels for acute care settings. Methods: Variability in workload intensity was assessed using the Robert Woods Johnson Foundation ''Transforming Care at the Bedside'' work flow methodology approach in evaluating value-added care and assessing the amount of time nurses spent on direct care and other categorical activities.
Results:
The results revealed a marked variation in the medical-surgical unit compared with the 2 telemetry units regarding the amount of time spent by registered nurses on value-added, necessary, and nonYvalue-added activities, as well as variability in the amount of time that registered nurses spent on direct care, indirect care, documentation, waste, and other activities. Conclusion: By evaluating patient quality of care in acute care settings, we can return to a basic aspect of how nurses spend their time caring for patientsV the activities that not only involve direct care but also benefit the patient.
In 2003, Assembly Bill 394 was passed in the State of California after years of lobbying by nursing unions and media reports on the declining quality of care in hospitals. The legislation required that the California Department of Health Services establish specific numerical licensed nurse-to-patient ratios in acute care hospitals. 1, 2 Although the intentions to mandate nurse-to-patient ratios have been constructive in guarding against exceeding the maximum number of patients per nurse, there is insufficient evidence to show that ratios are an effective means to improve hospital care. [2] [3] [4] [5] [6] In addition, numerous factors have not been addressed in prescribing specific nursing ratios in California, mainly the significant variability in nurses' workload. 7, 8 Staffing ratios have been established by the amount of time spent by registered nurses (RNs) on direct care activities as defined through the use of patient classification systems and nursing care hours. However, in identifying exact staffing levels, patient classification system and definitions of nursing categories have not been nationally or regionally standardized. 2, 9 In fact, what may be decided as an appropriate staffing level for one medical-surgical unit may not be a suitable ratio for a different medical-surgical unit, even in the same region, owing to categorical definitions and heterogeneity of patients served by the hospitals. These ratios have been implemented as standard mandates with the assumption that workload is consistent and only related to direct care activities. 8, 10 This assumption ignores the fact that nursing is a multifaceted process that entails workflow dynamics that are continuously changing and which encompass productive hours beyond direct care at the bedside. 7, 8 Supporters of smaller nurse-to-patient ratios base their opinions on greater retention of nurses in the acute care setting. 11, 12 In other words, mandated staffing ratios will contribute to maintaining a stable workforce by not overtaxing RNs with unsafe patient assignments, thereby increasing the longevity of nursing careers in the hospital setting. 11, 12 However, in operationalizing these mandates and managing budgetary constraints, hospital administrators have focused on reaching the prescribed minimum ratios, often by reducing the level of unlicensed assistive personnel (UAP), who are not factored into the ratios. 11, 13 This raises the issue that not all direct patient care is provided by licensed nurses. Thus, by not including UAP or other ancillary personnel in the staffing ratio mix, nursing workload with unlicensed tasks will increase, which may prove more taxing for RNs than if they were coupled with UAP. 8 The best combination of staff is not only related to the care acuity but also based on the special needs of those patients served on a particular unit. 2, 7, 8, 14 Purpose of Study A fundamental step in evaluating the appropriateness of prescribed nurse-to-patient ratios is to assess how RNs spend their time while caring for patients. Once workload intensity and variability are assessed, additional factors (eg, staffing mix, education level of nurses, skill level of nurses, nurse and patient satisfaction, physical layout of unit, isolation patients, number of admissions and discharges in a shift, support structures, etc) may be identified in designing mandated staffing levels for acute care settings. The latest national research initiative by the Robert Woods Johnson Foundation, ''Transforming Care at the Bedside'' (TCAB), focuses on nursing as a process rather than in a set of prescribed ratios. Research efforts call for enhancing team vitality, patient centeredness, and value-added care to improve care delivery at the bedside as well as patient outcomes. 15 The TCAB program's goal is to develop and test multifaceted initiatives to improve the nursing work environment and thereby increase quality of patient care and nurse engagement. 15 The purpose of this study was to investigate the implications of the California regulatory staffing ratios on various nursing units in the same hospital system. A workflow methodology, prospective comparison design was used to determine the relative amount of time allocated to workload activities among RNs on a telemetry unit and medical-surgical unit with prescribed staffing ratios. Variability in workload intensity was assessed using the TCAB approach in evaluating value-added care and in assessing the amount of time that licensed RNs spend on direct care and other categorical activities.
Literature Review
Despite a growing body of published reports and studies that analyze nursing outcomes, there is a continued lack of definitive data to show the links between set nursing staffing ratios and patient outcomes. 2, 5 Research results have categorically demonstrated an inverse relationship between nursing staffing and the incidence of pneumonia, pressure ulcers, and urinary tract infections. [16] [17] [18] [19] [20] [21] [22] Donaldson and colleagues 11 assessed the effects of staffing ratios in California after the mandate had been in effect for 1 year. The results did not reveal any significant changes in linking postratio improvement with the incidence of patient falls and prevalence of pressure ulcers. 7, 11 Furthermore, indicators that evaluate the impact of nursing staffing and quality of care, such as mortality rates, failure to rescue, falls, medication errors, incidence of pneumonia, pressure ulcers, and urinary tract infections, have not been standardized. Various indicators are in use by the National Database of Nursing Quality Indicators and the California Nursing Outcomes Collation but require a large number of observations to identify statistical significance between nursing staffing and outcome measures. 7 Nurse staffing data in previous research studies have come from large hospital discharge reports and are based on hours per patient day (HPPD). These hours are calculated by dividing total patient care hours by the number of patient days for a specific patient care unit, thus reflecting patient acuity and the ''average'' nursing care hours needed for patient care on a specified unit. However, HPPD cannot be used to accurately determine nurse-to-patient ratios because the definitions of nursing categories and patient classification systems on which the HPPD are based have been neither locally nor nationally standardized. 2, 5, 17 Also, not all nursing care hours are spent at the bedside nor provided by RNs. Nurses may be engaged in other patient and team activities not reflected in patient classification systems, for example, patient/family education, physician rounding, shift report, transporting patients, and speaking with ancillary team members. 2, 5 As with many patient classification systems, when nursing productive hours are adjusted for direct patient care, there is no allocation for those other activities directly benefiting the patient. Consequently, HPPD represent an overestimation of the actual amount of direct RN care, resulting in a discrepancy that varies by hospital. 14 Various workflow studies have been conducted to determine how nurses spend their time. As reported in the literature, the percentage of time spent on direct care activities ranged from 30% to 55%, with the average 37% of RN time spent at the bedside. 23, 24 Recently, the Time Study RN National Benchmarking Database was conducted by Rapid Modeling Cooperation, Cincinnati, Ohio, which asked approximately 40 hospitals (various sizes and affiliations) across the country to collect workflow data using Palm Pilot technology. 25 The same technology and workflow analysis were used by TCAB phase II hospitals in assessing efforts to decrease waste and improve continuous unit flow. 15 The data were collected on medicalsurgical and telemetry units; categorical activities included documentation, direct and indirect care activities, and new categorical definitions consisting of value-added and nonYvalue-added care ( Figure 1 ). 25 The results revealed a wide range of variability in nursing workload. For most hospitals, value-added care (activities that benefit the patient) was consistent at approximately 60%, whereas direct care, which included activities at the bedside (medications, vital signs, wound management, activities of daily living, etc), ranged from a minimum of 25.0% to a maximum of 57.5%, and indirect care activities (chart review, report, and communication with care team) ranged from 7.2% to 37.0% (Table 1) . 25 In reviewing the literature, there is a body of evidence linking nursing staffing to various patient outcomes; however, the data are inconclusive, and there is a lack of standardization of the patient classification systems upon which HPPD and direct care activities are based. 8, 26 The resulting wide variation in the nurses' workload makes accurately determining nurse-to-patient ratios for an entire state difficult. 9 
Methods
Staffing ratios were established by the amount of time RNs spent on direct care activities as defined by HPPD and tailored for patient acuity. The prescribed ratios have been implemented with the assumption that workload is consistent for all types of medical-surgical or telemetry patients in all hospital settings. 8, 10 Thus, if minimum staffing ratios for the State of California were mandated correctly, all RNs would be engaged in the same percentage of workload activities. In other words, RNs taking care of 3 patients on a telemetry unit, compared with those taking care of 4 patients on a medical-surgical unit, would demonstrate the same percentage of time spent on overall patient care activities, including direct and indirect care activities and functions that benefit the patient.
A workflow methodology, prospective comparison design was used to determine the relative amounts of time allocated to workload activities among RNs in 2 different telemetry units and 1 medical-surgical unit with prescribed staffing ratios. Two hypotheses were explored:
1. Based on AB 394 regulatory staffing ratios, RNs in 2 telemetry units in a hospital system will be engaged in the same level of workload activities (eg, value-added, necessary, and nonYvalue-added care) and categorical activities (eg, direct care, indirect care, documentation, personal time, waste, and other). 2. Based on AB 394 regulatory staffing ratios, compared with RNs in a telemetry unit, RNs in a medical-surgical unit in a hospital system will be engaged in the same level of workload activities (eg, value-added, necessary, and nonYvalue-added care) and categorical activities (eg, direct care, indirect care, documentation, personal time, waste, and other).
Study Setting
The study facility was an academic medical center affiliated with the Schools of Nursing, Medicine, Dentistry, and Public Health in Los Angeles, Calif. The hospital is a 610-bed tertiary care facility.
Sample
A convenience sample of a telemetry floor divided into two 30-bed telemetry units and a 20-bed medical-surgical unit constituted the sampling frame for the study. These patient care units were selected because of the clinical comparability of patients admitted to the units (all had comparable diagnoses). The telemetry units allowed for a 1:3 staffing ratio, above the minimum California standard of 1:4; the medical-surgical unit had a 1:4 staffing ratio, also above the minimum standard of 1:5 as mandated by AB 394. For purposes of confidentiality, the units are not identified by name, rather, the 2 telemetry units will be referred to as unit A and unit B; and the medical-surgical unit, as unit C. The prospective workflow study consisted of a convenience sample of RNs providing patient care on these units. During randomly selected days, any 7 RNs on the telemetry units and any 4 RNs on the medical-surgical unit were selected and shadowed by a research assistant to record workflow activities. Inclusion criteria for RNs included all fulltime equivalent levels (full-time and part-time equivalents and per diem nurses) and new graduate nurses who had completed orientation. Inclusion criteria extended to agency personnel and travelers who play an integral role in the amount of direct care that is provided to patients. By excluding them when assessing the level of categorical activities, no factual snapshot of the unit would be complete. Registered nurses who were in orientation and precepted by another nurse on the unit were excluded from study, as well as UAP and charge nurses, because these caretakers are not included in the staffing ratio formula for the units. Licensed practical nurses were not observed because neither unit includes this level of nurse as part of its staffing matrix. The PDA device was set to signal the research assistant, via vibrating alarm, to input current location and activity on an average of every 10 to 15 minutes. At the vibrating signal, the nurse or research assistant would select a category and input data into the PDA device. Categories were divided as follows: (1) value-added activitiesV those activities that are patient centered and directly benefit the patient; (2) necessary activitiesVthose activities necessary in delivering patient care that do not directly benefit the patient; and (3) nonYvalue-added activitiesVthose activities that do not benefit the patient and are not necessary to delivering patient care. These categories are divided by level: direct care, indirect care, documentation, administrative, waste, and other ( Figure 1 ). In addition, the category levels are divided by location: patient room, nurses' station, on unit, and off unit.
Data Collection
Days devoted to conducting the work sampling study on the 3 patient care units were selected on a random basis from the months of May and June 2006. The dates provided a cross-section of activities that occurred on different days of the week and different hours of the day.
Two trained research assistants were assigned to each unit and shadowed nurses during their assigned shift. The PDA device is capable of randomly collecting categorical activity data for 7 to 10 nurses during the same observation period. Thus, during the study period, the PDA device randomly signaled the research assistant to locate, observe, and enter the activity of nurse 1, then randomly signaled the research assistant to locate, observe, and enter the activity of nurse 2, and so on. The process was repeated for the nurses on an average of every 10 to 15 minutes during the 8-hour observation period.
Before actually collecting the data, operational definitions were reviewed by the research assistants to ascertain accurate observation of nurse activities. A test run was conducted to determine whether the research assistants were able to observe the allocated number of nurses in the time randomly determined by the PDA device. Both research assistants found that the time was sufficient to locate and observe the nurses. Patient confidentiality was maintained, as the research assistants followed the institutional review board protocols of the hospital where this study was conducted.
Data Analysis
To address the specific aims of the study, various statistical applications for comparison and correlation purpose were applied. Descriptive statistics were used to describe the distribution of workflow sampling categories. To assess differences among the 3 units for workload and categorical variables and whether variability occurred, 2 2 tests were used; logistic regression was applied to denote in which category(ies) such variability occurred.
Results
Workflow sampling was performed by the research assistants on units A and B for 14 days during the month of May 2006 and for 28 days on unit C (additional days required for a uniform sample size among the 3 units) during the months of May and June 2006. The days were randomly selected, and an 8-hour block of time between 7 AM and 11 PM was arranged for observation. Total data points for unit A equaled 1,592; for unit B, 1,536; and for unit C, 1,565, representing a large uniform sample size for statistical comparison. The admitting diagnoses for these units consisted predominantly of chronic obstructive pulmonary disease/asthma, diabetes mellitus, congestive heart failure, gastrointestinal hemorrhage/digestive diseases, and sickle cell disease. For the 2 telemetry units, common diagnoses also included chest pain and liver/kidney transplant.
During the study period, HPPD for unit A equaled 8.81; for unit B, 8.36; and for unit C, 7.11. Average severity and mortality are depicted in Table 2 , equaling the highest averages on unit A and lowest on unit C. Staffing mix consisted of 67% RNs and 33% nurse's aides (care partners) on all 3 units. For RNs, average nurse-to-patient ratio equaled 3.28 on unit A, 3.24 on unit B, and 3.76 on unit C. For the care partners, average patientto-care partner ratio was 6.5 on unit A, 7.0 on unit B, and 5.75 on unit C (Table 2) .
Descriptive Statistics
Approximately 60% of the activities performed by RNs on unit A was categorized as value-added care, 19.7% as necessary, and 20.7% as nonYvalue added. Unit A RNs spent 25.0% of their time on direct care activities, 37.0% on indirect care activities, 16.4% on documentation, 4.2% on waste, and 16.3% on other, which included personal time. The results suggest that RNs on unit A spent a considerable amount of time on indirect care activities at the nurses' station, such as collaborating with team members, reviewing charts, preparing medications, teaching activities, and communicating with family members. Although these tasks were not actual direct care activities performed at the patient's bedside, they were considered value-added activities because they represented a direct benefit to the patient. These results may have reflected the unique patient population served on unit A (monitored transplant patients), which required more team partnership and less direct care at the bedside (activities of daily living and other bedside procedures). The physical layout of the unit also differed from the rest of the setting; for example, RNs were required to prepare medications outside the patient rooms and travel a distance from the patient's room to the nurses' station to review patient orders/chart. The results indicated that RNs on unit A spent a considerable amount of time on the waste categoryV hunting for equipment and/or another team member and waiting on delays.
Most of the RN time spent on unit B was related to value-added activities (58.8%), followed by necessary activities at 24.5%, and nonYvalueadded activities at 16.7%. Approximately 32% of RN time was spent on direct care activities, 26.6% on indirect care activities, 24.0% on documentation, 5.0 on waste, and 11.6% on the other category, which included personal time. The results suggest that unit B RNs spent more time on direct care activities at the patient's bedside as compared with unit A RNs and less on indirect activities. A considerable amount of time on the unit was spent hunting for equipment and/or another team member, waiting in delay, and on documenting. This meant that nurses were spending more time on admission and discharge procedures compared with unit A RNs. Again, the patient population may have allowed for these differences, as well as the physical layout of the unit, tenureship of UAP, and other workplace variables.
Registered nurses on unit C spent 54% of their time on value-added care activities, 25% on necessary activities, and approximately 21% on nonYvalue-added activities. Compared with the telemetry units, less time was spent on value-added activities. Registered nurses spent 30% of their time on direct care, 25% on indirect care, and 23% on documentation. Comparing these results with those of the 2 telemetry units, less time was spent collaborating with team members, preparing medications, teaching activities, and communicating with family members; more time was spent in documenting. The results may indicate the patient dynamics on the unitVbecause of a lesser degree of acuity, these patients may not require the in-depth team partnership necessitated by telemetry transplant and cardiac patients. Possibly owing to a faster patient turnover being admitted and discharged, more time was spent documenting and paging residents/hospitalists to write admission orders or case managers to assist with discharge procedures.
The only correlation among staffing assignments and workload categorical variables (valueadded, necessary, and nonYvalue-added activities) was related to average patient severity. The results demonstrated that the higher the patient severity, the lower the patient-to-nurse ratio. Otherwise, the time spent on any of the workload and categorical activities did not correlate to nurse-topatient ratios.
Test of Hypotheses
In the first hypothesis, it was predicted that RNs on the telemetry units would be engaged in the same level of workload activities (value-added, necessary, and nonYvalue-added care) and categorical activities (direct care, indirect care, documentation, personal time, waste, and other). This hypothesis was found to be inaccurate. A 2 2 analysis revealed variability between the 2 units in the amount of time spent by RNs on value-added, necessary, and nonYvalue-added activities (2 2 = 15.2401; P = .0005). This variability was analyzed applying logistic regression on each type of category against units A and B. The analysis revealed a significant difference related to the variability found in the necessary and nonYvalue-added activities. Also, variability was demonstrated in the amount of time that RNs spent on direct care, indirect care, documentation, waste, and other activities (2 2 = 91.2028; P G .0001). This variability may be related to the staffing mix (slightly lower patientto-aide ratio in unit A than unit B), allowing UAP on unit A to spend additional time on direct care activities in support of the RN.
The second hypothesis predicted that RNs in the medical-surgical unit would be engaged in the same level of workload and categorical activities as RNs in the 2 telemetry units. This hypothesis was also found to be untrue. The 2 2 analysis revealed variability in the amount of time spent by RNs on value-added, necessary, and nonYvalue-added activities on the medical-surgical unit compared with the 2 telemetry units, as well as variability in the amount of time that RNs spent on direct care, indirect care, documentation, waste, and other activities (Table 3 ). Further analysis found variability among nurses when the 2 telemetry units were combined and compared with the medicalsurgical unit (Table 4) . Again, some of this variability may be attributed to the lower aide-topatient ratio on the medical-surgical unit compared with the ratio on the 2 telemetry units. The UAP on the medical-surgical unit had a lower patient ratio (eg, 5.75 vs 6.5-7.0), thus allowing them to spend time on direct care and value-added activities, whereas the RN spent time admitting/discharging and planning care for these patients.
Study Limitations
Before discussing the study results, certain limitations must be considered. First, research observations were used versus self-sampling. Because nurse activity involves multitasking, it is not always possible for an observer to accurately classify the work being performed. Although this may be considered a study limitation, self-sampling can also use self-selection, meaning that the observer will denote what work is truly being performed (eg, personal time). However, the RN may not be able to input the data when the PDA device signalsVhe or she may be in isolation and not able to access the deviceVwhereas the observer will always be able to capture this information, resulting in fewer missing data points. The second limitation of the study had to do with shifts; that is, primarily, day shifts were observed. There may be less variation in categorical work performed during the night shift, decreasing the variability among the 2 units. Another limitation of the study was that nurse's aides were not observed because they were not included in the staffing ratio formula, which made for an incomplete picture of the overall nursing activities on the unit. Lastly, the sample setting consisted of 1 academic center, not necessarily representative of the general patient population served in acute care settings or of nurses' workload; thus, the results cannot be generalized.
Conclusion
Ultimately, the study results established that among the 3 nursing units (2 telemetry units and 1 medicalsurgical unit), a large degree of variability was found in the nursing workload activities. Registered nurses on telemetry units spent approximately 60% of their time on value-added activities, consistent with results depicted in the Time Study RN National Benchmarking Database, whereas on the medical-surgical unit, only 54% of RN time was spent on value-added activities. Furthermore, RNs on all 3 units exhibited variability in all categorical activities (direct and indirect care, documentation, waste, and other). Numerous factors not analyzed in this study may account for these differences. For example, aide-to-patient ratio was smaller on the medical-surgical unit, perhaps allowing for aides to spend more time at the bedside, decreasing the time that RNs spend on direct care activities while allowing for more time on necessary activities such as documentation. The physical layout of the different units may also have created some variability, depending on where charting and medication systems were located. Patient heterogeneity may also produce some variability among workload activities (although patients were classified as telemetry patients, their needs were specific enough to create a difference in RN categorical activities on the 2 units).
The findings of this study pose significant implications for nurse leaders. The first point to consider in understanding the effectiveness of California regulatory staffing mandates is that staffing ratios may exist to guard against creating a maximum patient load per nurse, yet the mandates do not specify the ideal staffing mix. In fact, by implementing these mandates, some hospital administrators have actually reduced the number of UAP or support personnel, who are not factored into the ratios. 11, 13 As this research has shown, not all direct patient care was provided by RNs. On average, RNs only spent 25% to 31% on direct care activities per shift, yet HPPD for the 3 units ranged from 7.11 to 8.83 (Table 2) . That is to say that nurses were engaged in other critical patient and team activities not reflected in direct care hours but were rather value-added activities that directly benefited the patient. It may also be assumed that the UAP were involved in providing the balance of direct patient care such as assisting in activities of daily living, delivering food trays, taking vital signs, and communicating with patient and family members and that these activities accounted for the additional direct care hours. The mix of RNs and UAP is what served to provide the proper balance of care needed for these patient populations, not the actual staffing ratios.
On the other hand, if UAP were not factored into the staffing mix, nursing workload would appear to have significantly increased, creating a possibly unsafe patient environment. 8 Thus, when setting statewide mandatory staffing ratios for RNs, this study suggests that it is essential to include UAP and staffing support systems (advanced nurse practitioners, IV teams, lift teams, transporters, and orderlies) in a prescribed number because their responsibilities are an integral part of patientcentered care. The RN is not the only health professional who interacts with patients and effects evidence-based outcomesVUAP and other ancillary personnel also play a crucial role in ensuring safe and quality patient care. Good care, particularly in today's fast-paced environment, is the result of a team effort, one that should not be overlooked when designing mandates in hospital settings and implementing them.
Another significant contention for nurse leaders in assessing the context of staffing ratios is that patient outcome evidence is insufficient for the purpose of establishing ratios as an effective way to improve patient care. Rather than solely concentrating on numbers and rules that mandate patient care, the next step should instead establish actions that impact patient outcomes, actions that improve the ''process of care.'' The TCAB initiative is about transforming care at the bedside in ways that benefit the patient. These activities center on improving the nursing process, a change that will serve to improve nursing and patient outcomes. As leaders, we need to consider the implications of these study findings. Instead of focusing on prescribed ratios and assessing how much time a nurse spends on direct care activities and HPPDs, nursing administrators must think of improving the delivery of patient care. This entails concentrating not only on nursing tasks performed at the bedside but also on indirect care activities performed in coordination with team members that ultimately benefit the patient. Nursing is a synergistic and intuitive process, and nursing care may not translate into minimum patient-to-nurse ratios that work throughout a region or state considering the variability of nursing workloads. 3, 8 If California is vigilant in this regard, then UAP and other ancillary providers need to be factored into the standard ratios to ensure that safe and complete patient care is delivered. However, in evaluating patient safety and quality of care in acute care settings, ''actions'' that impact patient outcomes must become the focus. This means returning to the fundamental aspects of assessing how nurses spend their time in caring for patientsVactivities that involve not only direct care but also value-added activities performed by all team members, those that ultimately benefit the patient. Only then can we begin to assess what areas in the work environment need to be improved to enhance the delivery of safe patient care and outcomes for nurses and patients.
This new way of thinking, supported by the TCAB initiative, views nursing productivity in terms of value-added care, a vision that goes beyond direct care activities and includes care measurement activities such as team collaboration, physician rounding, increased RN-to-aide communication, and patient centeredness, all of which are crucial to both the nurse's role and the patient's well-being. As demonstrated by the TCAB program, this approach will take time and resources on the part of leadership and nurses to allow for a true assessment of the work environment and to engage staff members in a changing environment. It is easier to mandate prescribed ratios and consider staffing situations optimal because the ''numbers'' are being met. Although it takes more effort to look at the process of care, gather information where processes may not be optimally supporting the staff and/or patients, and then make improvements in the process to ensure safe patient care, patient outcomes will be the beneficiary in the long run.
